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Psychosocial Consequences for Children
of a Parent With Cancer
A Pilot Study
When cancer is diagnosed in a parent, this may also have consequences for
the children. The purpose of this pilot study was to gain more insight into the
psychosocial consequences for children of a parent with cancer, from the per-
spective of both the children and their parents. For this study, 14 families par-
ticipated in semistructured interviews and completed standardized question-
naires. Interviews were tape-recorded, transcribed, and analyzed using content
analysis techniques. No significant difference was found in behavioral and
emotional problems between the children in these families and the normative
sample. However, parents reported problems on a borderline and clinically
elevated level in one third of the children, and three of seven children self-
reported problems on these levels. The interview results showed that parents
reported (temporary) behavioral problems in most children during the acute
stage of their parents’ illness. Other problems, such as anxiety, sleeping disor-
ders, and compulsive behavior, persisted for longer. Parents reported that their
children had more problems than the children themselves reported. This finding
was not supported by the quantitative analysis. The results from the Child
Behavior Checklist and the Dutch version of the Family Adaptability and Cohe-
sion Evaluation Scales showed that children of families with poor family func-
tioning were more vulnerable. In particular, extremely high adaptation
(chaotic) and extremely low family cohesion (disengaged) seemed related to
the prevalence of emotional and behavioral problems in these children.
Absence of home healthcare was an additional burden for adolescent children.
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ancer is a life-threatening illness that has an impact not
only on the patient, but also on the other family mem-
bers.1,2 Cancer causes fear of death and uncertainty
about outcome. For families with young children or adoles-
cents, there are additional burdens in adjusting to this threat-
ening situation.3 Children’s sense of security will be affected
because the parent might die of cancer.4,5 Their needs will be
unfulfilled because the routine of everyday life is disturbed
by treatment schedules and repeated hospital admissions
and visits. As a consequence, parents will not be able to give
as much time and attention as usual to their children. Fre-
quently, children and adolescents take over the parental
tasks during the illness. These new responsibilities can
reduce their time for normal daily activities such as playing,
other leisure activities, or doing homework.6Therefore, chil-
dren of patients with cancer also must adapt to the new fam-
ily situation.
Parents must face the burden of their own emotions and
needs concerning diagnosis and treatment. In addition, they
must support their children emotionally. A further difficulty
for parents seems to be the assessment of what children
understand about illness and what and how they can explain
cancer and treatment to them.5,7 Parents do not want to give
the child false hope, but they also find it difficult to be hon-
est about the threat and uncertainty of cancer.8
Parents do not always recognize their children’s distress.9
Their reports of the emotional and behavioral adjustment of
their children in the months after diagnosis seem to differ
from those of the children.10-12 Whereas the children report
a negative impact on their self-esteem and adaptation, their
parents report that the children experience minimal behav-
ior or emotional problems.12,13 Heiney et al10 proposed that
children may hide their true emotions to protect their par-
ents. They stated also that parents have more difficulty
assessing their children’s emotional state accurately when
they have higher levels of anxiety themselves.
Some researchers have suggested that children of patients
with cancer adjust well to their parent’s disease and treat-
ment.14 However, other researchers have found that these
children and adolescents are at risk for internalizing behav-
ior and somatic problems, anxiety, poor self-esteem, depres-
sion, or problems at school.4,10
Parents with cancer often ask oncology nurses and doctors
about the possible psychosocial consequences of their illness
and treatment for their children.8 Because cancer care pro-
fessionals are focused primarily on the treatment and well-
being of the patient, they profess to have little knowledge of
how children cope with their parent’s illness. Therefore, it is
important to increase their understanding of the reactions of
children when their parent has cancer. With this knowledge,
they will be better able to advise and support parents who
want to know more about how they can take good care of
their children and adolescents in this situation.
The current knowledge on this topic, based mainly on
American and British research, offers surprisingly limited
practical information. Children of different cultural back-
grounds may react differently. Earlier studies found that
children in an American norm group had significantly more
emotional and behavioral problems than children in a
Dutch norm group.15-18 In addition, the healthcare system
for patients with cancer (and their families) in the Nether-
lands is different from that of other countries. For instance,
everybody has healthcare insurance in the Netherlands, so
worries about medical expenses are not an issue. Such vari-
ations in healthcare systems may lead to differences in the
way children cope with their parent’s disease.
This pilot study was designed to explore the psychosocial
functioning of Dutch children who have a parent treated for
cancer and the variables that may positively or negatively
relate to the development of emotional and behavioral prob-
lems.
  Study Design
This study had a retrospective cross-sectional and descrip-




The medical oncologist or oncology nurse introduced the
study to patients with children living at home at the time of
their regular checkup in the outpatient clinic of the Depart-
ment of Medical Oncology, University Hospital Groningen,
The Netherlands. Parents were given written information
about the study and an adapted version for their children.
The parents informed and discussed study participation
with their children. When written informed consent was
obtained, questionnaires were mailed to the parent with
cancer and children older than 10 years. An appointment
for the interviews was made by telephone. Parents and chil-
dren were asked to complete the questionnaires indepen-
dently of each other before the interviews took place. Writ-
ten permission was obtained from the participants for the
interviews to be tape-recorded.
Instruments
The Child Behavior Checklist (CBCL/4-18) and the Youth
Self-Report (YSR) were used to obtain the reports of parents
and children on the emotional and behavioral functioning
of the child. These standardized instruments are used widely
in many countries including the Netherlands. Norm values
for 4- to 18-year-old Dutch children are available. The reli-
ability and validity of the CBCL and YSR are well estab-
lished.15-18
The CBCL is the parent form. It has two parts: one part
consisting of 118 items describing a broad range of internal-
izing and externalizing problems and a second part measuring
the competencies of children. The instrument yields an over-
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Problems Score (TPS), and an overall measure of competence
in school, sports, social relationships, and other activities, the
Total Competence Score (TCS). The TPS is a composite of
externalizing (TES) and internalizing (TIS) behavioral prob-
lems together with additional items. This study used the t
scores provided by the CBCL (mean, 50  10). These nor-
malized standard scores, based on separate norms for boys and
girls, have the advantage that all scales of the CBCL are mutu-
ally comparable and also comparable with the YSR, which is
standardized in the same way. Higher scores on total problems
and lower scores on total competence reflect poorer function-
ing. In the current study, the parents with cancer completed
the CBCL.
The YSR is the self-report youth version of the CBCL for
children 11 to 18 years of age. The YSR consists of 119 items.
In the current study, children 11 years of age and older com-
pleted the YSR.
Items on both versions of the CBCL problem scales are
rated on a 3-point scale consisting of “not true,” “somewhat or
sometimes true,” and “very true or often true.” Item responses
on the subscales of the TCS are recorded on 3- to 4-point
scales. The CBCL and YSR have been shown to discriminate
between children referred for mental health services and a sim-
ilar group of nonreferred children. The clinical cutoff scores
discriminate among children with normal, borderline clinical,
and clinical scores17,18 (Table 1).
Family functioning was measured with the Family Dimen-
sion Scales (the Gezins Dimensie Schalen [GDS] in Dutch).
The GDS is based on the Family Adaptability and Cohesion
Evaluation Scales (FACES) by Olson et al.19 The GDS has
44 items and measures family functioning as perceived by
each family member on a 4-point scale. Two scales of this
questionnaire were used: cohesion and adaptability. Each
scale represents a continuum of family functioning. Family
cohesion is the level of emotional connection or separation
that family members have with one another.19 The cohesion
scale ranges from extremely low (disengaged) through mod-
erated levels (separated, connected) to extremely high cohe-
sion (enmeshed). High scores on the Family Cohesion Scale
reflect connected families characterized by emotional close-
ness.
Family adaptability is the capability of a family to change
as appropriate to its power structure, role relationships, and
relationship rules in response to circumstantial (eg, a parent’s
cancer) and developmental (eg, puberty) stress.20,21 The scale
ranges from extremely low (rigid) through moderate levels
(structured, flexible) to extremely high adaptability (chaotic).
Moderate to high scores on the Family Adaptability scale
reflect an ability to adapt to change. The GDS can be used to
discriminate between functional and dysfunctional families.
Families with an extreme score on either adaptability or cohe-
sion show unstable functioning. Families are dysfunctional if
the family scores are extreme on both adaptability and cohe-
sion. The standardization is based on a control group of 669
family members out of 178 Dutch families. 
Norm data are available for mothers, fathers and children.
The reliability of the GDS is high (Cronbach alpha is .87 for
cohesion and .81 for adaptability).22,23 In the current study,
the parents with cancer and their children 11 years or older
completed the GDS.
Interviews
To assess in-depth information on topics most relevant to the
children and their parents, semistructured nonrecurrent inter-
views were conducted by two interviewers. While the first
interviewed the parent with cancer and the partner (if present),
the second interviewed the children. If a family had two par-
ticipating children, they were interviewed separately. In one
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Variable Parents’ t Scores (n12) Children’s t Scores (n7) Cutoff Scores
T TP PS S
Mean 53.17 55.57 Clinical range: t score 63
SD 13.18 9.93 Borderline clinical range: t score 60–63
Range 33–78 40–71
T TI IS S
Mean 55.58 57.71 Clinical range: t score 63
SD 14.24 9.86 Borderline clinical range: t score 60–63
Range 32–82 46–77
T TE ES S
Mean 53.76 52.57 Clinical range: t score 63
SD 11.96 9.13 Borderline clinical range: t score 60–63
Range 35–77 37–64
T TC CS S
Mean 52.75 52.14 Clinical range: t score 30
SD 8.98 11.45 Borderline clinical range: t score 30–33
Range 38–65 33–66 
T Ta ab bl le e   1 1 • Parents’ and Children’s t Scores on the Total Problems (TPS), Internalizing Problems (TIS), 
Externalizing Problems (TES), and Total Competence (TCS)family, the parent with cancer and the child were interviewed
together because the mother did not allow the interviewer to
speak with her child separately. The interviews took place in
the family’s home and required 60 to 90 minutes. All inter-
views were tape-recorded and fully transcribed.
  Data Analysis
Questionnaires
The CBCL/4-18 and the YSR were scored using the supplied
computer program. This program transformed raw scores into
Dutch population t scores. The scores of the parents and chil-
dren were compared with the scores of Dutch norm children
to test for possible differences.
The data obtained from the GDS were analyzed in relation
to the Dutch norm population data to determine whether
family functioning was perceived similarly or dissimilarly
between the parents and children and the norm group.
The relationship of family cohesion and adaptability
reported by the parents and children to the prevalence of emo-
tional and behavioral problems in children was investigated
using correlational analyses (Pearson’s rho). The relationship
between the reports of the parents and the reports of the chil-
dren on children’s emotional and behavioral problems, family
adaptability, and family cohesion also were investigated.
Interviews
The transcribed interview data were analyzed according to
multiphase content analysis. The researchers read the
unabridged interview transcripts several times. On the basis of
the verbatim transcripts, the text was divided into coded frag-
ments. During the second round, all fragments with the same
codes were categorized, and the categories were labeled. In the
next step, the most common labels were linked to central labels
of a higher abstraction level. This provided a description and a
specification of central themes. Comparative analysis took
place continuously during the study.
  Results
Respondents
For this pilot study, 14 patients with cancer, 12 partners and
15 children (ages, 7–18 years) consented to participate. In 13
families, one child participated, and in 1 family, two children
took part in the study. Among the participants, 12 patients
married, and 2 mothers were widowed. The father had testic-
ular cancer. Most of the mothers had experienced breast can-
cer (Table 2).
The patients had completed their chemotherapy 2 to 52
months before the study assessment. Ten patients had received
multimodal treatment with surgery, chemotherapy, and radio-
therapy. Three patients had recurrent disease, but none was
terminally ill.
The analyses of the interviews provided four central themes:
child’s functioning, family functioning, information and com-
munication, and continuation of everyday life. The first two
themes were assessed also with standardized questionnaires.
The results of the first two themes are presented first, followed
by the results of the remaining two themes.
Child’s Functioning
CHILDREN
The seven children (1 boy and 6 girls) who completed the YSR
did not differ from the normative Dutch sample18 on the TPS
(t score mean, 55.57  9.93), TIS (t score mean, 57.71 
9.86), the TES (t score mean, 52.57  9.13), and the TCS (t
score mean, 52.14  11.45).
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Sex of  Age of  Sex  Age 
Family Diagnosis Sick Parent Sick Parent Partner of Child(ren) of Child(ren)
1 Germ cell tumor Female 37 Yes Girls 8 and 11
2 Soft tissue sarcoma Female 48 Widow Girl 18
3 Breast cancer Female 53 Yes Girl 17
4 Ovarian cancer Female 46 Yes Girl 17
5 Testicular cancer Male 42 Yes Boy 10
6 Breast cancer Female 49 Widow Boy 12
7 Breast cancer Female 44 Yes Girl 14
8 Breast cancer Female 38 Yes Boy 10
9 Breast cancer Female 32 Yes Girl 9
10 Breast cancer Female 32 Yes Boy 10
11 Breast cancer Female 51 Yes Girl 16
12 Breast cancer Female 51 Yes Girl 15
13 Breast cancer Female 48 Yes Boy 18
14 Breast cancer Female 41 Yes Girl 7
T Ta ab bl le e   2 2 • Summary RespondentsIn accordance with Achenbach’s criterion for borderline
clinical and clinical cutoff scores,16,18 one girl (age, 17 years)
scored in the clinical range on the TES. Another girl (age, 17
years) scored in the clinical range on the TPS and TIS, and one
girl (age, 16 years) scored in the borderline clinical range on
the TPS, TIS, and TES and in the clinical range on the TCS
(Table 1).
PARENTS
The CBCL was completed by 13 parents with cancer. One of
the 14 parents preferred to be interviewed only. The partners
also were interviewed only.
Parents’ reports of their children’s functioning were not dif-
ferent from those of the normal population on the TPS (t
score mean, 53.17  13.18), the TIS (t score mean, 55.58 
14.24), the TES (t score mean, 53.76  11.96), and the TCS
(t score mean, 47.52  8.98). 
Using Achenbach’s criterion of symptomatology15,17 one boy
(age, 10 years) was scored by his parent within the borderline
range of the TIS. One boy (age, 10 years) was scored within the
borderline range on the TPS and within the clinical range on the
TIS. One girl (age, 17 years) was scored within the clinical range
of the TES and within the borderline clinical range on the TPS
and TIS, and two girls (ages, 9 and 16 years) were scored within
the clinical range on the TPS, TIS, and TES (Table 2).
CHILD AND PARENT AGREEMENT ON
CHILD’S FUNCTIONING
Correlational analyses showed that when children indicated
higher scores on the TES, parents reported higher levels on the
TPS (r  .83; P  .021) and the TIS (r  .84; P  .014). No
other significant relations were found.
In four families, both the parent with cancer and the child
scored within the normal range on the CBCL and YSR. In one
family, a daughter (age, 17 years) reported clinical scores on the
TIS, whereas her mother scored in the normal range. In another
family, both the mother and the daughter (age, 17 years) indi-
cated that the daughter had internalizing and externalizing prob-
lems. However, the mother reported clinical scores, whereas her
daughter reported borderline scores on the TIS and the TES. In
still another family, both the mother and the daughter (age, 17
years) indicated the daughter’s clinical scores on the TES, but the
mother reported a borderline score on the TIS, whereas the
daughter scored within the normal range.
INTERVIEWS
Parents of 11 in 15 children observed changes in their children’s
emotional and behavioral functioning shortly after diagnosis.
They mentioned withdrawal (n  1), boisterous behavior (n 
2), general anxiety (n  7), and hyperventilation (n  1). The
functioning of the children normalized in a few months to a half
year. Other problems such as sleeping disorders (n  4), regres-
sive development (n  1), and compulsive behavior (n  1) per-
sisted longer than 6 months, sometimes years after the diagnosis.
Also, six of the seven children who reportedly suffered from anx-
iety shortly after diagnosis were found continuously afraid that
their parents were going to die. The seventh child’s fear of her
own dying required psychotherapy.
Two children changed education level to an easier program,
and two children repeated a year in school. These children did
not perform badly at school before their parent’s illness.
Twelve parents reported their children as having more prob-
lems than the children reported. Two children, one younger child
and one adolescent, tried to protect their parents, and therefore
did not tell them about their nightmares. Four adolescent chil-
dren judged that their behavioral changes were age related and
therefore not so much caused by their parent’s disease.
According to 12 parents, disease and treatment were a contin-
uous process. The stress fluctuated constantly during the various
phases of the disease: diagnosis, treatment, and recurrence.
Family Functioning
CHILDREN
Of the seven children who completed the GDS, three per-
ceived their family as unstable with regard to adaptability and
cohesion. According to them, their family functioned rigidly
separated (n  1), rigidly connected (n  1), and structurally
enmeshed (n  1). Four children perceived their family as
functional. They experienced their family functioning as struc-
turally connected (n  2) and flexibly connected (n  2).
Fewer children rated their family as dysfunctional (study sam-
ple, 0.0%; control group, 10.8%). Somewhat more children
perceived their family functioning as unstable (study sample,
42.8%; control group, 36%), and an equal percentage of chil-
dren indicated that their family was functional (study sample,
57.1%; control group, 52.6%), as compared to the children in
the norm population (Figure 1).
CHILD-REPORTED FAMILY FUNCTIONING 
AND EMOTIONAL-BEHAVIORAL PROBLEMS
There was only one significant relation between the family
functioning variables and the emotional-behavioral problems
in children: The children who scored higher on the internaliz-
ing problems perceived their family as adapting chaotically 
(r  .86 P  .013). 
PARENTS
Of the 12 parents with cancer who completed the GDS, 2 per-
ceived their family as dysfunctional with regard to adaptability
and cohesion: rigidly disengaged (n  1) and chaotically dis-
engaged (n  1). Eight parents with cancer indicated that their
family was unstable: structurally enmeshed (n  4), flexibly
enmeshed (n  2), chaotically separated (n  1), and rigidly
connected (n  1). Two parents with cancer described their
family as functional (structurally connected).
The preceding results mean that more parents perceived
their family as functioning less positively than the mothers in
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ily as functional (study sample, 16.7%; controls group,
52.5%). More parents indicated that their family was unstable
(study sample, 66.7%; control group, 36.1%), and somewhat
more parents perceived their family as dysfunctional (study
sample, 16.7%; controls group, 11.4%) (Figure 1).
PARENT-REPORTED FAMILY FUNCTIONING AND 
EMOTIONAL-BEHAVIORAL PROBLEMS
Family adaptability as perceived by the parents was signifi-
cantly related to the emotional and behavioral problems they
reported for the children. The more family adaptation was per-
ceived as chaotic, the higher the scores parents reported on the
TPS (r  .74; P  .009), the TIS (r  .73; P  .011), and
the TES (r  .80; P  .003). When parents perceived less
structured family adaptation, they reported higher scores on
the TPS (r  .68; P  .022), the TIS (r  .60; P  .049),
and the TES (r  .70; P  .017). The lower the family
cohesion (disengaged), the more internalizing problems par-
ents reported (r  .65; P  .031). Separated, connected, or
enmeshed cohesion and rigid of flexible adaptation were not
significantly related to children’s emotional and behavioral
problems as reported by their parents.
CHILD AND PARENT AGREEMENT 
ON FAMILY FUNCTIONING
Descriptive statistics showed that none of the children per-
ceived their family as dysfunctional, whereas 16.7% of their
parents did. Children indicated their family more often as
functional (57.1%) in contrast to the parents (16.7%). In
addition, parents more frequently perceived their families as
functioning in an unstable way (66.7%), as compared with
their children (42.8%) (Figure 1).
INTERVIEWS
In 10 of 14 families, the family members were more concerned
about each other and became closer than before illness. In 6 of
14 families, communication became more open after the diag-
nosis. Parents with cancer and partners perceived this more
strongly than their children. This is a surprise because the
results of the GDS (completed only by the parent with cancer)
showed that two parents described their family as dysfunc-
tional, eight parents as unstable, and only two as functional.
Two parents with cancer mentioned that they were more wor-
ried about their children than before their illness. Both parents
and children mentioned repeatedly that they were afraid to
lose each other. Understandably, this fear was felt stronger in
families that had already lost a parent. For parents and older
children in three families with a parent who had an incurable
or recurrent cancer, the possibility of death posed a continuous
threat.
The seven adolescent children, all with mothers who had
cancer, were confronted with contradictory feelings. On the
one hand, they wanted to break away from their parent, but on
the other hand they realized they could lose their mother and
wanted to spend more time with her.
The interviews showed two additional relevant factors
related to emotional and behavioral problems in children.
These factors are described in the following two sections.
Information and Communication
Four married couples remarked that the way they informed
their children and coped with the disease themselves influ-
enced the children’s reactions. They mentioned that the more
they were upset when talking to their children about cancer,
the more the children were upset too.
All but one parent told the children about the diagnosis
themselves. One widowed mother asked her babysitter, who
had a good relationship with her children, to inform the chil-
dren. According to 22 parents (12 of 14 parents with cancer
and 10 of 12 partners), they had informed their children well
and appropriately, taking their developmental age into consid-
eration. When they told their children about cancer and its
treatment, they used the information they had received them-
selves from the specialist or oncology nurse. Among 15 chil-
dren, 13 found they were informed well enough and felt
involved in everything their parent was going through. Because
they knew what was the matter with their parent, they found it
easier to talk about it with friends and family members.
The interviews showed that children received sufficient sup-
port from peers, either enabling them to take mind off things
or just allowing them to talk about their feelings concerning
their parent’s cancer. However, adolescent children found that
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F Fi ig gu ur re e   1 1   ■ Perceived family
functioning in percentages
(parents, children, and con-
trols).peers had difficulty putting themselves into their position. Six
children 11 years of age and older found solace in talking to
peers experiencing the same adversity, especially during the
first months after their parent’s diagnosis.
Continuation of Everyday Life
All parents reported that they put in great effort into continu-
ing everyday life as normally as possible for their children’s
sake. In doing so, they expected that their children would
develop no or few problems. Practical support from the social
network and professional help was mobilized to attain this
goal.
Eleven families sought domestic help from home healthcare.
The presence of a partner or children older than 12 years
appeared to be an exclusion criterion for receiving professional
help. These family members were considered able to take over
the household tasks of the mother. Therefore, the request for
domestic help from this professional organization was refused.
For children of two of seven families with adolescents, the bur-
den of housekeeping, in addition to their emotional distress
caused by their parents’ illness, visits to their parent in the hos-
pital, going to school and doing their homework, resulted in
strain and consequently the development of emotional and
behavioral problems.
  Discussion
This pilot study examined the psychosocial consequences for
children who have a parent with cancer, from the perspectives
of both the children and their parents. Obviously, any conclu-
sions drawn from this study will be limited because of the
small sample size. The power of statistical analysis is therefore
also limited, but nevertheless showed some significant results. 
The results from the questionnaires showed that the chil-
dren did not differ significantly from the normative sample in
prevalence of behavioral or emotional problems. However,
parents reported emotional or behavioral problems in one
third of the children, and three of seven children self-reported
problems on these levels.
The interview results showed that 11 of 15 children had
parent-reported temporary behavioral changes, and that 7 of
the 15 children had prolonged problems. Additionally, anxiety
reportedly prevalent among seven children during the first
months after diagnosis continued to be present, but more as a
specific fear for death and dying. The dissimilarity in the num-
ber of reported problems between the interviews and the ques-
tionnaires may have been caused by differences in the type of
data being gathered. The results of the quantitative analyses
describe significant emotional and behavioral problems only,
whereas a broader range of problems among the children was
reported during the interviews. In addition, whereas the
CBCL and YSR described problems over the preceding 6
months, the interviews focused on a longer period.
The results of the quantitative analyses showed no corre-
spondence between the scores of the children and the parents
on total problems or externalizing and internalizing problems.
When children reported externalizing problems, their parents
reported more problems in general and internalizing problems
only. This is a surprise. Greater agreement on externalizing
problems would be expected because externalizing behavior is
more visible behavior. It may be that children expressed this
kind of behavior more often among peers at school and not in
the presence of their parents. Qualitative data showed that
children had more behavioral or emotional changes and prob-
lems according to the parents than the children indicated
themselves.
This outcome is in contrast to that of other studies.12,24,25
One reason for this finding could be a cultural one. Available
studies so far have been based mainly on American and British
research, and there is no empirical knowledge about the func-
tioning of Dutch children with parental cancer. Another rea-
son may be that children are afraid to overburden their par-
ents, and therefore hide their feelings.10
Children of families with poor family functioning seemed
to be more vulnerable because family functioning was signifi-
cantly related to emotional and behavioral problems. In par-
ticular, extremely high adaptation and extremely low family
cohesion were related to the prevalence of emotional and
behavioral problems in children. Children less frequently
described their family as dysfunctional and perceived their
family as unstable less often than their parents.
It may be argued that the children were more optimistic
concerning their family functioning than their parents. It may
be that the children tried to present their families in a socially
desirable manner,12 or that they were less inclined to judge
their family as malfunctioning. Another reason may be that
parents judged their family functioning more negatively
because they expected that the illness would have a negative
impact on their family. This also may explain the finding that
the parents and children in this study perceived their family
adaptation and cohesion differently, whereas the parents and
children in the control group were more similar in their per-
ception of family functioning.
The qualitative analysis showed that a number of other fac-
tors were perceived as having an impact on the children’s cop-
ing with their parent’s cancer. Whether the child was well
informed and whether the child could talk with others about
the disease appeared to be relevant. Another important issue
was whether parents were able to offer children a continuation
of everyday life as normal as they were used to experiencing.
Maintaining normalcy supposedly helped children and parents
to deal with the illness and treatment. Parents and children of
families unable to continue normal life because domestic help
was lacking reported the family situation as more aggravating
than the other families did. Thus, support from home health-
care could have a positive effect on the child’s functioning.
The parents in this study were not in a terminal phase of
their disease. The results would probably have been different if
the children had needed to face the near loss of their parent. It has
been demonstrated that young children experience more stress
when the parent’s death is imminent because of observed parental
deterioration,26 anticipated mourning, and a profound sense of
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parents’ illness because their expanded cognitive and empathic
capacities make them more aware of their parent’s suffering and of
the coming loss.28
A study limitation was that no structural attention was paid to
the occurrence of life events other than the parent’s cancer. How-
ever, other concurrent or prior life events also may be major stres-
sors for children influencing their well-being. For instance, an
adolescent girl in this study who reported problems within the
clinical range had not only a mother with recurrent cancer, but
also a sister with a serious disease. Both events caused a lot of fam-
ily distress. Therefore, attention to other life events should be rec-
ommended for future studies.
Recommendations for Cancer Care
A number of children seemed to be coping well, whereas others
reported short- or longer-term problems. Better understanding of
the factors contributing to the psychological stress of these chil-
dren is necessary for the development of targeted interventions.
Family structure seems to be one of these factors. Assessment of
how the family of a patient with cancer copes with stressors may
help.
Parents indicated that when they were given comprehensible
information about the disease and treatment, it was easier for
them to tell their children about it. Therefore, the way that the
oncology nurse and medical specialist inform the parents seems to
have an impact on the information provided to the children, and
consequently on the children’s coping with the illness of their par-
ent. Therefore, attention should be given to the provision of
information to parents. Clinicians caring for childrearing patients
with cancer need to understand what ways are best for supplying
information about the illness to children of different ages. Conse-
quently, they will be better able to advise parents how they can
explain to their children what cancer and its treatment involve. 
This study confirms once more that parental cancer has an
impact on all family members, including the patient’s children.
They deserve special attention and tailored care. Support from
home healthcare is essential for enabling them to continue every-
day life as normally as possible. Home healthcare organizations
should consider not only the fact that the parent has cancer, but
also the consequences that the illness and treatment have for the
socioemotional functioning of each family member.
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